the risk of Gleason 2-6 prostate cancer, this study in not without flaws. It is has never been apparent to these authors why the PCPT report chose to group Gleason 7, 8, 9 and 10 together as high-grade cancer; more common convention would be to group Gleason 8, 9 and 10 together as high-grade. Prostate cancer that was diagnosed after 2004 may not have been fully captured. The current study presents no data on prostate cancer treatment which may vary widely and influence outcome. Additionally the authors report an overall survival, but could not report on cancer specific survival because much of the data was abstracted from the social security death index which does not record this information.
Dutasteride is a 5ARI that inhibits both the type I and II 5ARI. Similar to the PCPT with finasteride, a randomized trial was performed with dutasteride, which demonstrated a reduction in the incidence of Gleason 2-6 cancers in men with an elevated PSA, but a prior negative biopsy compared with placebo.
10 Over a full 4 years of study no differences were noted in Gleason 7-10 cancers. Although the numbers of tumors with Gleason scores of 8-10 were similar in the two groups during years 1 and 2 and during years 3 and 4; there were significantly more tumors with Gleason scores of 8 to 10 in the dutasteride group as compared with placebo group. For those who believe in induction of higher grade cancers by 5ARIs, these data were worrisome.
In summary, while 5ARIs have clearly demonstrated to reduce the risk of developing low risk prostate cancer, existing data also demonstrates the possibility of higher grade tumors. For those who are supporters of 5ARIs, the recent PCPT update offers reassurance that finasteride use not associated with an increased risk of mortality with up to 18 years of follow-up. On the other hand, finasteride use was not associated with any reduction in mortality either. It is most likely that the cancers prevented by 5ARIs are the same ones that should be surveilled if detected.
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All authors were responsible for the overall study design and content and contributed significantly to the manuscript and approved the final version. of overdetection and overtreatment. Indeed, this risk is so compelling that it led the US Preventive Services Task Force to recommend against prostate-specific anitgen testing. Data are clear that in our effort to detect cancers that we know we can help, we find orders of magnitude more cancers that we simply do not help. Even for the small fraction of men who are not treated but are managed with active surveillance, the data are clear: it costs as much as surgery and the repeated clinic visits and biopsies adversely affect their quality of life and place them at medical risk.
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One perspective of 5-alpha reductase inhibitor-based prevention is in the context of an overall early detection strategy. This class of agents reduces detection (and treatment) of inconsequential tumors, while preserving and enhancing detection of aggressive tumors that benefit from detection. We suggest that this information be provided to men who have opted for prostate-specific antigen screening; it can then be the privilege of the individual patient to perform the risk-benefit assessment for himself rather than the physician's priorities dictating whether cancer prevention is appropriate.
We continue to seek improved methods to identify the individual who is most likely to benefit from the use of these agents.
